Introduction {#sec1-1}
============

Tuberculosis is a chronic granulomatous infectious disease caused by *Mycobacterium tuberculosis* and is a major health problem in most developing countries. It can affect any part of the body including the oral cavity, though extra pulmonary tuberculosis is rare, occurring in 10% to 15% of all cases.\[[@ref1]\] Oral tuber-culosis can be primary or secondary. Primary oral tuberculous lesions are extremely rare and generally occur in young adults. It usually involves gingival and is associated with caseation of the dependent lymph nodes; the lesion itself remains painless in most cases.\[[@ref2]\] In contrast, secondary oral tuberculosis is common and is usually seen in older adults.\[[@ref3]\] The most commonly affected site is the tongue, followed by palate, lips, buccal mucosa, gin-giva, and frenulum.\[[@ref4]\] Tuberculous lesions may present as superficial ulcers,\[[@ref5][@ref6]\] patches, indurated soft tissue lesions, or even lesions within the jaw in form of osteomyelitis.\[[@ref7]\]

We report a case of primary tuberculous gingival enlargement, with no regional lymph node involvement and no evi-dence of systemic tuberculosis.

Case Report {#sec1-2}
===========

A 36-year-old female reported to the department of periodontics, Subharti Dental College, Meerut, U.P., with progressive, non-painful swelling of the upper anterior gingiva for the past 1 year.

The patient had a history of rising temperature in the evening and weakness over the past 4-5 months, loss of appetite, and a weight loss of about 5.5 kg during the past 10 months. Her medical history revealed no systemic problems, no cough with expectoration, no known history of contact with a tuberculous patient, and no history of dental trauma or any surgery in the affected area.

On examination, she was of good build, pulse temperature, and respiration rates were normal. The chest was clinically clear. Extraoral examination revealed no significant cervical lymphadenopathy. Intraoral examination showed diffuse enlargement of palatal mucosa and labial maxillary gingiva extending from right to left canines \[Figures [1](#F1){ref-type="fig"} and [2](#F2){ref-type="fig"}\]. The color of the gingiva was fiery red. The surface was irregular and pebbled with ulcerations and discharge on both labial and palatal aspects. On palpation, the swelling was slightly tender and had a tendency for spontaneous bleeding on provocation. The rest of the oral cavity was normal.

![Diffuse enlargement and ulceration of labial gingiva](CCD-2-31-g001){#F1}

![Enlargement and ulceration of palatal mucosa](CCD-2-31-g002){#F2}

Complete hemogram and IOPA X-rays were advised. Results of a complete blood count were within normal limits, except for a marginal rise in leukocyte count and an elevated erythrocyte sedimenta-tion rate (ESR). IOPA X-rays revealed slight crestal bone loss without any periodontal or periapical pathology \[[Figure 3](#F3){ref-type="fig"}\].

![Intra oral peri apical radiograph](CCD-2-31-g003){#F3}

The patient was then advised tuberculin test, chest X-ray, sputum culture, and immunoglobulins test for tuberculosis. A tuberculin (Montoux) test was positive, sug-gesting tubercular infection. Chest radiography (posteroan-terior view) revealed no abnormalities. Culture of sputum was negative for *M. tuberculosis*. An immuno-logic test to detect antibodies against *Mycobacterium* in the patient\'s serum (ELISA) was positive.

An incisional biopsyfrom the maxillary labial gingiva adjacent to the central incisors was performed. Histopathologic examination revealed clusters of epithelioid cells, caseating necrosis, and nume-rous Langhans-type giant cells surrounded by a chronic inflammatory type of infil-trate \[[Figure 4](#F4){ref-type="fig"}\]. In view of these findings, a working diagnosis of primary tuberculous gingival enlargement was made.

![Photomicrograph depicting caseous necrosis in focus (H and E, original magnification ×10)](CCD-2-31-g004){#F4}

On consultation with a physician, antituber-cular therapy was initiated with isoniazid (10 mg/kg body weight), rifampicin (10--20 mg/kg), pyrazinamide (20--35 mg/kg), and ethambutol (25 mg/kg) for 2 months followed by isoniazid (10 mg/kg) and rifampicin (10--20 mg/kg) for the following 4 months.

During this period, the patient was instructed not to undergo any surgical procedure within the oral cavity and was warned of transmitting the disease to others via salivary contamination. Further, conservative periodontal therapy, which included scaling and root planning, was carried out with minimal trauma to gingival and after consulting the physician in-charge. This resulted in significant regression of the enlarged gingivae both labially and palatally.

Discussion {#sec1-3}
==========

Tuberculosis remains the leading cause of death world-wide. The vulnerability to tuberculosis in developing countries results from poverty, economic recession and malnutrition.

Extrapulmonary tuberculosis like tuberculosis of gingiva is an uncommon condition. The reason for its rare occurrence may be that the intact squamous epithelium of the oral cavity resists direct penetration by bacilli.\[[@ref8]\] This resistance may also be attri-buted to the thickness of the oral epithelium, the cleansing action of saliva, local pH, and antibodies in saliva.\[[@ref1]\] The mode of entry of the organism may be through a break in the mucous membrane caused by local trauma.\[[@ref8]\]

Histopathologic examination revealing a granulomatous lesion and identification of the bacilli using special stains lead to presumption of a diagnosis of tuberculosis. But there is a need for rapid and sensitive detection of *M. tuberculosis* in tissue specimens, as culture techniques lack sensitivity, present technical difficulties, and require a wait of 4--6 weeks for results.\[[@ref9]\]

The differential diagnosis of our case included enlargement and ulceration due to infection (bacterial, fungal, and viral) and hematologic malignancy, such as leukemia. Results of a complete blood count were within normal limits, except for a marginal rise in leukocyte count and an elevated ESR, which ruled out leukemia-associated enlargement and raised the possibility of one of the more common causes of high ESR\-\--tuberculosis.Microscopic examination raised the possibility of chronic granulomatous infection, including *M. tuberculosis*, fungal etiology, or sarcoid granuloma. Sections stained with periodic acid-Schiff and Grocott-Gomori stains for bacteria and fungi were negative. Levels of serum calcium and angio-tensin-converting enzyme were not elevated, which ruled out sarcoidosis.

For many years, tuberculosis has been recognized as an occupational risk for health care workers, especially the dentists. The possibility that dentists may contact an infection by contact with living tubercle bacilli in the mouths of patients who have oral tuberculosis or pulmonary tuberculosis is a problem of great clinical significance.

Conclusion {#sec1-4}
==========

Tuberculous oral lesions are relatively rare and are usually post-primary and occur in patients affected with advanced pulmonary tuberculosis. Clinicians especially periodontists need to be aware of this possibility and consider tuberculosis in the differential diagnosis of gingival enlargement and, thus, can contribute in control of tuberculosis through early detection and referral of patients to physicians for proper treatment.
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